Aim: This study investigated self-attitudes towards schizophrenia, depression and anxiety.
INTRODUCTION
People with schizophrenia, depression and anxiety frequently experience stigma in society. 1, 2 However, the intensity of this prejudice is more profound in Asian societies, where inter-dependent culture is prevalent. 3 Stigma not only directly affects schizophrenia, depression and anxiety but also extends to the person's family and caregivers. 4 It also impacts on individuals' self-esteem and adversely affects their ability to play a meaningful role in society. 5 Schizophrenia, depression and anxiety are isolated and discriminated against, whilst family and caregivers have fewer social relationships and face social exclusion. 6, 7 Some family members and caregivers resort to concealing their relative's condition and avoid seeking treatment. 8, 9 Ultimately, societal attitudes towards schizophrenia, depression and anxiety determine the way that these patients are treated and live their lives. Negative attitudes, for instance, may lead to people hiding their condition, which, in turn, hinders their recovery and causes greater problems later in life. 1 Patients with schizophrenia, depression and anxiety and their families are often reluctant to seek help from psychiatric services, increasing their vulnerability and susceptibility to violence, exploitation and drug abuse. 10 In contrast, positive and open attitudes facilitate social integration and accelerate the recovery process. 11 Corrigan categorised stigma into two forms: self or self-stigma. 6 The former is related to how the self perceives and behaves towards schizophrenia, depression and anxiety, including attitude (prejudice), beliefs (stereotypes) and behaviour (discrimination). The latter, selfstigma, describes an individual's internalization of self-stigma, which may result in marginalization, devaluation, shame, secrecy and withdrawal. In Jordan, there is widespread prejudice and discrimination against schizophrenia, depression and anxiety. 12 A recent report about mental health services in Jordan, which was conducted by the World Health Organization (WHO), found that schizophrenia, depression and anxiety are the most common forms of mental illness in the country. It also revealed that the majority of them live in the community
METHODS

Participants and procedures
This was a cross-sectional survey conducted in Amman, the capital and most populous city of Jordan. This study recruited people with a schizophrenia, depression and anxiety according to DSM-V in a period spanning from January to July 2016. The study sample comprised of individuals with a psychiatric condition. Survey materials were distributed that described the purpose and methods of the study. These included invitation letters, informed consent forms and survey questionnaires, which were sent to participants at the identified facilities.
Each person diagnosed with schizophrenia, depression or anxiety presented in the clinic, on a random basis, was invited to take part in the study. This process was ceased when the target number was achieved (consecutive sampling).
In total, 850 potential participants expressed an interest in the study and consented to take part in the research. However, 564 returned the questionnaires; 129 individuals refused. The diagnosis for the study purpose was taken from the participant's clinical records at the outpatient clinic. The original diagnosis was made following a structured interview between a psychiatrist and the patient's with family and caregivers present and recorded.
The inclusion criteria were two-fold: use of the facilities identified by the researchers and the ability to understand and respond in Arabic or English. The exclusion criteria were an intellectual disability or organic brain disease (n = 11) and an inability to understand and complete the questions (n = 18). Thus, a pilot study was performed to check the reliability of the translated questionnaire. In addition, the Content Validity Index (CVI) representing the proportion of items was scored 3 or 4 by a panel of expert, indicating an acceptable level of validity when it is more than 0.85. 20 Cronbach's alpha coefficients of Arabic translated version was 0.92 and CVI was 100%.
Materials
Eligible participants, after providing the consent form, were asked to provide key demographic information, including their age, gender, marital status, education and employment. Each of these questions was multiple choice. The second part of the questionnaire sought to obtain respondents' views and perceptions of schizophrenia, depression and anxiety. Participants were asked to share their attitudes towards schizophrenia, depression and anxiety by reacting to eight individual statements about each condition. The statements were as follows: danger to others, unpredictable, hard to talk to, have only themselves to blame for their condition, would not improve if given treatment, feel different from the way we feel at times, could pull themselves together if they wanted and will never recover fully. Each item was scored on a five-point Liker scale of extremes that ranged from positive to negative, for example: would improve if given treatment to would not improve if given treatment. The utilised outcome measure of the study Family History of psychiatric disorder 150 (26.5%) was adopted from the previous studies in schizophrenia 21 and then translated and amended to be acceptable to the sample. Respondents
TA B L E 1 Sample characteristics
were not asked whether they had experienced a mental health issue 
Statistical analysis
The data were analysed using Statistical Package for the Social Sciences (SPSS) version 23. Data were reversed to ensure that the higher scores represent the most negative attitudes. A factor analysis assumption was then conducted (i.e. sample size, correlation matrix, linearity, normal distribution and outlier). 22 The "attitudes to schizophrenia, depression and anxiety" questionnaire was subjected to a principal components factor analysis, followed by a direct oblimin rotation for schizophrenia, depression and anxiety respectively. 22, 23 The factors extracted were those with Eigen values greater than 1. The scree plot was also inspected to identify key factors. 22 Factor loading values were reported as significant at over 0.4, as recommended. 23 The factors identified were then entered into standalone, one-way analysis of variance (ANOVA) models. The extracted factors were inputted as independent variables and the diagnostic subtype as dependent variables. The used outcome measure includes eight items to rate the respondents attitude towards mental illness.
RESULTS
Sample socio-demographics
Interviews were conducted with 564 people with a schizophrenia, depression and anxiety. This is a response rate of 78%. The average age of the sample was 38.40 (18-52; SD = 11.67). Participant demographics are illustrated in Table 1 . The most common sample was an individual with schizophrenia (54.4%), single (70.2%), unemployed (61.3%) and male (57.3%).
Thoughts of people with a schizophrenia, depression and anxiety
The results of a comparison between the percentage of participants who held negative views towards schizophrenia, depression and anxiety and findings of previous studies are shown in Table 2 . 16, 24, 25 Broadly speaking, the findings from this research are comparable with those presented by published studies. The highest scoring percentages in this study in relation to perceptions of schizophrenia were "danger to others," "unpredictable" and "hard to talk to." Somewhat surprisingly, agreement with the statements "have only themselves to blame for their condition's and would not improve if given treatment" was higher than in previous studies. For depression, "unpredictable" and "hard to talk to" scored highest, which is similar to previous research. The highest scoring statement in relation to anxiety was "feel different from the way we feel at times." In addition, the result showed that the education level and family history of psychiatric illness factors did not yield a significant impact on participant's views about mental illness. All stigma items were then subject to a factor analysis in order to identify the factor structure of stigma attitudes.
TA B L E 2
Percentage who agreed with negative statement in the current study
Schizophrenia Depression Anxiety
Danger to others 69% 28% 24% Unpredictable 71% 64% 53%
Hard to talk to 59% 66% 28%
Have only themselves to blame for their condition 21% 12% 11%
Would not improve if given treatment 32% 17% 15%
Feel different from the way we feel at times 45% 54% 37%
Could pull themselves together if they wanted 11% 18% 16%
Will never recover fully 49% 22% 22% 
TA B L E 3
Eigen values, individual and total variance explained for rotated factor solutions for schizophrenia, depression and anxiety
Schizophrenia Depression Anxiety
Initial factor analysis
Factor analysis was conducted on the questionnaires to identify the prevalence of negative perceptions. Factors were extracted and retained based on the screen plots, explained variance and eigen values (Table 3 ). All three scales had the same factor structure ( Table 4) .
Factor 1 can be seen as negative stereotypes, factor 2 can be identified as patient blame and factor 3 can be described as the inability to recover. A "negative stereotype" was the primary influencing factor behind the sample results in terms of people with schizophrenia, whilst patient blame was most identified by those with both depression and anxiety.
The factor loadings in Table 4 indicate that "a danger to others,"
"unpredictable" and "hard to talk to" scored highest in regards to people with schizophrenia. However, in terms of depression and anxiety, this loading is lower. In terms of factor 2, "feel different to the way we feel" was reported more likely in depression. Factor 3 loadings were the highest for schizophrenia, indicating that people with the condition viewed their recovery process in an entirely different way to those who have other forms of schizophrenia, depression and anxiety.
The findings of ANOVA of factors
Through a factor analysis, individual sub-scales were generated and compared using three one-way ANOVAs. Scales factors (negative stereotypes, patient blame and inability to recover) were used as independent variables, whilst the types of schizophrenia, depression and anxiety were employed as dependent variables. Initial descriptive findings are noted in Table 5 .
Negative stereotypes produced significant results in terms of group effect (F(2, 1526) = 255.499, p < .001), as did patient blame (F(2, 1519) = 51.048, p < .0001) and inability to recover (F(2, 1531) = 51.048, p < .001). A post-hoc analysis was carried out to identify the notable differences between groups for each individual factor. For negative stereotypes, schizophrenia was significantly higher than depression (0.001) and anxiety (0.001). At the same time, depression was significantly higher than anxiety (0.001). In terms of the second stigma factor (patient blame), depression was significantly higher than both schizophrenia (0.001) and anxiety (0.001), and a marked difference was detected between schizophrenia and anxiety (0.001). The third scale factor (inability to recovery) saw schizophrenia score significantly higher than depression (0.001) and anxiety (0.001). No difference was noted between depression and anxiety.
TA B L E 4 Rotated solution factor loadings for schizophrenia, depression and anxiety
DISCUSSION
This is the first study of its type to explore self-perceptions and stigmas attached to the three types of schizophrenia, depression and anxiety in
Jordan. The research found that negative views abound and are more prevalent and severe than those identified in previous studies. 15, 24, 25 This may in part be explained by cultural factors. Jordanian families, for instance, have close inter-personal relationships and regularly interact with each other. 26 The findings of previous studies indicated that this collectivistic culture has both a positive and negative impact on people with schizophrenia. [27] [28] [29] The culture of family collectivism correlates with the exhibition of more severe prejudices against people with schizophrenia, depression and anxiety. 19, 26 Furthermore, social stigma may prevent people from seeking help and treatment, which may increase the burden on the family, negatively influencing the individual's recovery. 6, 30 It is interesting to note that the stigma factors that emerged through the research (in relation to different types of schizophrenia, depression and anxiety) reflect themes identified in previous reports.
This indicates that similar attitudes are prevalent across all types of schizophrenia, depression and anxiety, which is an essential concept to consider in order to understand self-perceptions. This study found that schizophrenia was conceived more negatively than depression and anxiety. These results align with those observed in earlier studies. People with schizophrenia are considered to be more dangerous and less likely to be able to recover than those who suffer from depression and anxiety. Surprisingly, apportioning blame on oneself for possessing a particular condition (in this case, schizophrenia) was higher than reported previously. A possible explanation might be that a lack of understanding of schizophrenia, depression and anxiety among the Jordanian population attributes mental illness to either the family or malpractice 3 and cultural factor which attributes mental illness to the family or malpractice. 31 As expected, anxiety was perceived to be "more acceptable" by the self. This could be attributed to the fewer negative stereotypes that surround the condition and a belief that people who suffer with anxiety are more likely to recover. A recent study also indicated that nonpsychotic illnesses are less stigmatised by the self. 24, 25 Interestingly, in this research, anxiety and depression were noted by respondents to have identical factors, unlike schizophrenia. Moreover, "feeling different" was rated more negatively among people with depression than those with schizophrenia and anxiety, which supports previous studies that indicated that depressed people are viewed as lazy, less engaged and more isolated from their environment. 14 Literature has shown that negative self-attitudes towards schizophrenia, depression and anxiety stem from a lack of understanding about the nature of particular conditions. This may explain why, over time, negative perceptions of schizophrenia, depression and anxiety have reduced, whilst other factors, including patient blame and an inability to recover, have increased. 18 The findings from this piece of research suggest that we need to offer greater support to people who suffer from schizophrenia. The stigma people face has many detrimental effects on their day-to-day lives and can lead to feelings of guilt and shame, as well as helplessness and hopelessness. 32 In turn, individuals' self-efficacy and self-esteem may decline. This conclusion is in line with those of other studies 32 , 33 , which argued that when people are with schizophrenia they tend to internalise the stigma and stereotype themselves, which can lead to depression.
Likewise, Pickett et al. 34 and Alegría et al. 35 found that low knowledge of schizophrenia, depression and anxiety linked with low self-efficacy and empowerment levels also has a negative psychological effect, and can lead to people developing harmful coping strategies, such as secrecy and avoidance. A similar, widely recognised concept demonstrated that empowerment and self-efficacy mediate the psychological effects of self-stigmatising among people with a mental illness, most notably schizophrenia. 5 The National Institute of Clinical Excellence (NICE) guidelines suggest that psychosocial approaches, including psycho-education and cognitive behaviour therapy, are an effective way of tackling the stigma associated with schizophrenia, depression and anxiety. 36 In terms of Jordan culture, beliefs about the etiology of schizophrenia, depression and anxiety in Jordan communities vary. Some people view schizophrenia as character weakness and laziness or punishment for not respecting ancestors, [37] [38] [39] whereas others attribute schizophrenia, depression and anxiety to sudden fright, possession of evil spirits, use of magic, head accidents, bad genes, emotional trauma, punishment from God or due to evil eye. 40, 41 Such beliefs about the causes of schizophrenia, depression and anxiety may induce the stigma from a different perspective: that schizophrenia, depression and anxiety are a punishment for one's sins is the result of a person's weak faith 42 or punishments for one's sins 43 which is likely contribute to the stigma attached to schizophrenia, depression and anxiety in Arab cultures. 44 Stigma perceiving is associated with interfering to seek treatment from mental health service, engage in rehabilitation interventions and adhering to medication. 33, 45 Collectivistic culture endorses more stigma towards mental illness, which enforces families to seek psychiatric treatment at the last resort when the status of the ill relative deteriorates. 46 Consistent with this, recent study conducted in Arab country by Gearing et al. 41 showed that the stigma attached to mental illness is one of the key factors that negatively influences Arab patients with mental illness accessing psychiatric services, contributing to the underutilization of mental care. Tobin 47 examined reasons for non-engagement of Arabic-speaking patients in psychiatric rehabilitation services in a community health centre and showed believing these interventions are culturally inappropriate, inappropri-
